F amily caregivers are the primary source of support for long-term care for frail older people living in the community (Shanas, 1979) . Research to understand the subjective experience of family caregiving has focused on such variables as a feeling of burden (Montgomery, Gonyea, & Hooyman, 1985; Zarit, Todd, & Zarit, 1986 ) and a sense of strain (Cantor, 1983; Robinson, 1983) . Using a grounded theory approach to study the intergenerational caregiving experience, Bowers (1987) found that daily activities were organized by the invisible work of caregiving, such as anticipatory caregiVing (making decisions on the basis of anticipated possibilities) .
Recent research has focused on the relationship between informal family caregiving and formal caregiving systems (Clark & Rakowski, 1983; Litwak, 1985; Simmons, Ivry, & Seltzer, 1985) . Bowers (1988) and Chenoweth and Spencer (986) found that family members believed that health professionals do not have adequate backgrounds or training to provide quality care. The family members perceived a need to teach health care professionals how to care for their relatives (Bowers, 1988) . Similarly, in my ethnographic study of the meaning of caregiving (Hasselkus, 1988) , family members described the need to critique the professionals' caregiving and to teach the professionals how to proVide care.
These findings suggest the need for further research on the meaning of family caregiving for the elderly and on the relationship between formal and informal caregiving systems. Eighty percent of all family caregivers for the elderly prOVide unpaid help 7 days a week; of these caregivers, only 10% use formal services for assistance (Stone, Cafferata, & Sangl, 1986) . Hofer (985) called for better integration of the formal and informal care systems and for increased recognition by professionals of the family's authority: "The existing family caretaking system, however unstructured and cumbersome, is the focal point for assistance to the older person and should be relied upon in tailoring services to fit the family situation" (p. 12)
Occupational therapists have begun to develop programs and special services to support family caregivers who are learning the tasks and responSibilities of the caregiving role (Gessert, 1987; Hasselkus & Brown, 1983) . This paper proVides the results of an ethnographic study on the meaning of family caregiving for the elderly. The purpose of this analysis was to achieve a better understanding of the meaning of daily activity to family caregivers for the elderly. This knowledge will assist occupational therapists in helping caregivers enhance their skills, thereby better supporting the family as a caring unit.
Previous empirical studies on the meaning of ac-53706 tivity have operationalized meaning through the use of standardized measures of affective meaning (Kremer, Nelson, & Duncombe, 1984; Nelson, Thompson, & Moore, 1982; Rocker & Nelson, 1987) ; frequency and patterns of activity types (Broderick & Glazer, 1983; Johnson & Deitz, 1985; Nystrom, 1974; Thornton & Collins, 1986) ; and relationships of activity to other variables, such as life satisfaction and morale (Arnetz, 1985; Gregory, 1983; Maguire, 1983; Marino-Schorn, 1985 -1986 Ray & Heppe, 1986; Smith, Kielhofner, & Watts, 1986) . Fewer investigators have qualitatively explored the meaning of activity from the actor's perspective (Schwartzberg, 1982) . In this study of caregiving, 60 ethnographic interviews were carried out with 15 family caregivers in the community. Schon's (1983) framework of reflective practice was used to organize the data into units of analysis. An analysis of the ethnographic data revealed three broad activity goals: (a) getting things done, (b) achieving a sense of health and well-being for the care receiver, and (c) achieving a sense of health and well-being for the caregiver. The caregiver's judgments regarding goal prioritization and goal attainment determined the forms of activity undertaken. This paper will discuss implications for occupational therapy practice with family caregivers.
Method
A series of four I-hour ethnographic interviews (Spradley, 1979) was conducted with each of 15 family caregivers in their homes. The caregivers' ages ranged from 54 to 82 years, and all were related by blood or marriage to their care receivers. The care receivers all required daily personal care, instrumental care, or both. All interviews were audiotaped and transcribed by the author. (For further information on the characteristics of caregivers and care receivers and the ethnographic interview process, see Hasselkus, 1988.) On the basis of a sense of fit for the data, Schon's (1983) reflection-in-action framework was used to organize the data for analysis. Originally proposed as a model of practice for professionals, reflection in action emerged as an appropriate model of practice for lay caregivers as well. The transcribed data were coded into 25 problem situations (see Table 1 ). The Notebook II software database management program for text (ProTem Software, 1985) was then used to organize the verbatim transcripts into the fie Ids of Schon's model-Naming (those things to which the caregivers attended), Framing (the context in which these things were attended to), Action, and Judgment (judgments about the consequences of the action). The data were then analyzed for themes of meaning and patterns of activity. (See Hasselkus, 1988 , for a more detailed description of the methodology.)
Results

Goals ofActivity
Three broad goals of caregiving activity were generated from the data: (a) achieving a sense of getting things done, (b) achieving a sense of health and well-being for the care receiver, and (c) achieving a sense of health and well-being for the caregiver.
Getting things done. The ability to get things done depended partly on the caregiver's carefully made decisions about the assumption of new tasks:
He had always done all the upkeep and improvements on the house. So after he couldn't do it anymore, then I became the apprentice. He was a really good instructor and would teJl me what to do. I got so I could wire, and we put in another toilet in the basement and I did some soldering. (Caregiver 14)
Female caregivers sometimes described discomfort with assuming tasks they perceived to be masculine:
Now I do all the driving, which before [was glad that he could cia. I mean, I thought, well, that'S a man's job 10 drive. (Caregiver 5)
The decision to give up certain customary activities was also a part of getting things done. Often, these decisions revolved around the caregiver's perceived lack of time and energy: I try to go to mass in the mornings, but I've been so tired. By the time you're up and down three or four times in the night.
. I don't go out 10 lunch, 1 don't go to plays. I used to go to travelogues.
(Caregiver 11)
Caregiver 6 poignantly described her decision to quit her job:
Before that I went to work a couple times a week and I enjoyed that and looked forward 10 that. When this came, I knew I could never go back again, [ had to stay here. And I'll tell you, I had a heavy heart.
Some caregivers described their efforts to persist with valued activities, despite caregiving demands. Said Caregiver 7, "We got the elderly bus to pick us up and take us to the football game and meet us and bring us back home. It takes a bit of doing but we really enjoy that." Caregiver 8 expressed his concerns about being able to continue to work:
I'm trying to hang in there until I'm 65. I'll have to SlOp work if I can't get things done. If I did retire, jobs that I try 10 get done in the evening or on the weekend I could get done during the week if I wasn't working.
Leaving the care receiver alone briefly (often while the care receiver was in bed) was viewed by some caregivers as acceptable management in order to get things done. "I will go to the store or bank while she's in bed. My neighbor has a key to the house, so if I wouldn't get home, she could get in" (Caregiver 11). Caregiver 13 remarked, "I've learned to go to the grocery store on the fly," Arrangements the prevention of infection, constipation, and skin for the care receiver to spend time at a community breakdown. The diligence with which such precauadult day center also provided the caregiver with time tions were maintained affirmed the caregiver's sense to get things done, of proViding excellent care and coincidentally, reinHealtb and weLL-being for tbe care receiver.
forced the caregiver's decision against nursing home Many of the activities aimed at health and well-being placement: for the care receiver consisted of daily routines of
The nurses are all so surprised when they come that her bot· caregiving:
tom's as clean as it is. J use an antiseptic cream on her all the time after 1 wash her. So far, she doesn't have any bedsores, I keep track of the blood sugar and the weight. I weigh him which she probably would have if she was in a nursing home. every week, I do the blood test every morning I usually look (Caregiver II) at his feet every morning and cream them. and I soak his feet every so often and then take care of his toenails. I'm someMonitoring for health changes was another COI11-what methodicaJ; I want to be sure things are right. (Caregiver 14) ponent of health and well-being for the care receiver. Monitoring involved deciding whether a change had Extensive measures designed by the caregivers to occurred and whether to call the doctor. prevent any worsening of the care receiver's condition were oflen incorporated intO these daily routines.
This week. he complained some about his SIOJn:ICh, so 1don't know what'S developing now, I'll have to find out, if this
The caregivers were particularly concerned with precominues, (Caregiver I-n venting falls. "When he gets up, I get up. I'm behind him or beside him all the time 'cause I don't want him Besides attending to health care tasks, the careto fall" (Caregiver 13). Other routines were aimed at givers felt responsible for helping the care receivers Caregiver 9 placed a high priority on increasing her mother's social activity:
My mother is not a social person. She doesn't participate in a whole lot of activities unless I call her or something. Now I've asked the apartmem office to send me a calendar of events and I call her to remind her, and I circle them on the calendar in her apartment.
Health and well-being for the caregiver. The caregivers' sense of responsibility for their own health care and their perceived need to have a balance and variety of activity in their own daily lives contributed to a sense of health and well-being for the caregiver. The caregivers' health concerns were both ongoing ("When she rests, I rest") and temporary ("I think I have to go in for a little surgery, and to make all those arrangements [for the care of the care receiver] is really something").
Caregiver 6, who had a heart condition, described the need to persuade her care receiver to hire someone to shovel snow from the driveway: "He didn't care about me hiring anybody, and I said, 'Dad, it's going to be cheaper for us to pay to have the drives cleaned out than for me to have a heart attack or a stroke.' " Other caregivers felt the need to keep their concerns to themselves. Said one caregiver, "I pray every night that the Lord will let me take care of her."
The caregivers expressed aLmost apologetically their need to plan variety and change in their own lives. "This makes it kind of hard to do things that you normally used to do-It gets kind of boring. I aLways hated to be in the house. .. Sometimes I just put on my hat and coat and go for a walk" (Caregiver 8). Caregiver 5 stated softly, "It just seems like it's the same, day after day-You're here all the time." Caregiver 12 remarked, "I know how to escape sometimes, but I try not to escape too often because it concerns me if [I'm away] too long."
Because of the cost of paying someone to stay with the care receiver, even for a few hours, many caregivers felt uncomfortable about going out, except on rare occasions. "How can you go any place and enjoy yourself when you know it's going to cost $40?" (Caregiver 5). For others, the cost was emotional: "If I go out and I'm gone too long, when I come back he's so angry it just spoils my day. So I've been trying to stay home so he doesn't get so angry" (Caregiver 13).
A sense of escape was sometimes achieved by the caregiver's simply retreating to another part of the house. Dining our ofren proVided c3regivers wirh social contact and a sense of relaxation. Attendance at a local stroke club provided a change of routine for Caregiver 13: "The stroke club met every Wednesday, and that was nice, and I think that gave me a lot of support. That was my outing." Some caregivers, however, expressed the need for a more dramatic change. "Right now I'm in need of a vacation-I need a break from all of this. I'm just tired and I need to get away" (Caregiver 4).
Dilemmas of Caregiving
In every problem situation of caregiving, the caregiver was confronted with the need to make a judgment about the consequences of an action on his or her own well-being, on the well-being of the care receiver, and on getting things done. Dilemmas arose when actions were perceived to serve one goal but not another (e.g., "The therapist said to put sandbags on [his leg] every hour, but I wondered how I was ever going to get my work done" [Caregiver 1)) or when the caregiver's view of how to achieve a goal differed from another person's view (e.g., "The doctor said to give her Mellaril, but I don't believe in too much of that" (Caregiver 11 J). Such dilemmas reqUired the caregiver to judge which goal should take priority, whose view should prevail, or whether an action based on a compromise of views or goals would be satisfactory.
The activity of caregiving was driven by this tension between goals and between conflicting views regarding how to reach the goals, The least stressful situations seemed to be those in which the caregiver perceived the views of others (e.g" care receiver, professional, family) to be compatible with his or her own. Compromised activities often resulted from the caregiver's trying to achieve compatibility between goals or views. For example, instead of the hourly sandbags, Caregiver 1 substituted haVing the care receiver perform "exercises in bed in the morning so I'd know he could get [the leg] straightened out, and it seemed to work pretty well." In many instances, the caregiver's view clearly prevailed: "They told me to let him do some of that [washing up] himself, but it takes him so long-He'd be forever at it and he'd never get his breakfast. So I do it and I do a better job, use soap and that" (Caregiver 1).
In setting priorities between conflicting goaLs, the caregivers often subordinated their own needs for the health and well-being of their care receivers:
"When he first came home, I decided it was the best thing for him to have me stay here. I fell that was one of my duties" (Caregiver 5) Caregiver 2 stated, "I don't have time to take care of myself. I(s always him first and me second."
Discussion
In this study, the family caregiver was conceptualized as a practitioner, and Schon's (983) model of reflection in action was used to organize and interpret the practice of the caregivers. Reflection in action provided a framework for analysis in which activity and context were not separated. The three primary goals of activity in caregiving-getting things done, health and well-being for the care receiver, ancJ health ancl well-being for the caregiver-were derived from the meaning and context of the situation, that is, from the values, standards, and cultural beliefs represented in the Naming and Framing fields of the problem situations. How these goals were reached and prioritized differed among the caregivers, but the activity of caregiving was directed broadly tOward the achieve ment of these overarching objectives.
Tbe Therapeutic Relatiol1sbip
The conceptualization of the family caregiver as a practitioner proVides insight into the process of family caregiving and into the relationship between the professional and the caregiver. The therapist who wanted the patient to do the washing up by himself had not taken the time to learn the caregiver's standards for getting things done ("He'd be forever at it and he'd never get his breakfast"). Another caregiver modified the prescribed hourly use of sandbags to better fit the goals of getting things done and achieving a sense of health and well-being for the care receiver. Differences between the caregiver's and the professional's views of reaching caregiving goals sometimes led caregivers to dr;lstic action:
The occupational therapist wanted to come earlv and watch me, what I did and everything. When they come early like that it makes me so nervous. I'd get re31 irritated. so I asked the occupational therapist not to come anymore. (Caregiver 1) Schon (1983) suggested the need for a reflective contract between the professional and the layperson. In a reflective contract, the client and the practitioner examine the problem situation together. Each person recognizes that his or her expertise is embedded in a context of meanings, and each person makes those meanings accessible to the other. Any action taken is the result of this reflective conversation.
Data from the present Stuely suggest that, too often, reflective conversation never takes place.
Meanings are not exchanged between the professional and the family caregiver, anel the professional's initial advice is soon modifieel or simply ignored, unless it fits the caregiver's meaning.
Etbical Dilemmas
In the clinical reasoning of health care practice tOday, "there is not one right answer but, rather, multiple options, all of which may be reso.lutions or compromises and not solutions that are correct for all time" (Neuhaus, 1988 , p. 289) Kyler-Hutchison (1988 , in her paper on ethical reasoning in health care, concurred: "Actions and judgments are the final result of applying a certain code of ethics to a given situation" (p. 283)
Caregiving dilemmas are ethical, elerived from conflicts in values and goals Repeatedly, the family caregiver faces the three generic questions of clinical judgment (Pellegrino, 1979) : What is wrong l 'J(/hat can be done' and What should be done' For example, Caregiver 14 said, "This week he's complained some about his stomach, so [ don't know what's developing now. I'll have to find out if this continues." The ethical decision making mandated by the question, What shoulel be elone l encompasses utilitarian ami moral foundations. The caregiver is constantly making judg· ments about the v;l1ue of the consequences of' all ae tions ("that seemed to work pretty well") and the fulfillment of the sense of obligation ("I felt that was one of my duties") For the family caregiver, then, as well as for the professional, there is seldom one right answer, and reasoning is adjusted as new information and experience are accumulated. Actions and judgments result from the caregiver's applying his or her own code of ethics to caregiving practices.
Therapists who work with family caregivers need to recognize the ethical decision making that pervades the caregiving role To paraphrase Rogers (1983) , the goal of the c1inic;)1 encounter must be to devise a therapeutic plan that preserves the caregiver's values and represents a mutual understanding between the therapist and the caregiver. Services must be tailored to fit the family caretaking system, "however unstructured and cumbersome" (Hofer, 1985, p. 12) Both the therapist and the family care giver (a) bring knowledge and experience to the situation (What is wrong/); (b) produce clinical data to identify options appropriate to the care receiver's needs (What can be done/); and (c) bring their own codes of ethics to the selection of a course of action (What should be donen. If the therapist and the care· giver can collaborate on this clinical reasoning process, then tension can be minimized and a sense of shared responsihility and shared ethical decision making can result.
Balance ofActivity
The pervasive cultural beliefs regarding the need for variety and balance in daily activity affirm a basic tenet of occupational therapy theory and practice (Clark, 1979; Kielhofner, 1980) . Apparently, it is unnecessary for the therapist to persuade people that they need a balance of daily activities. However, it is necessary for the therapist to take the time to determine each caregiver's understanding of the meanings of balance and variety. Statements made by caregivers such as "I always hated to be in the house" and "It just seems like it's the same, day after day" reveal a sense of imbalance in daily activity.
The occupational therapist's validation of the caregiver's needs for balance and variety in daily activity might dispel some of the caregiver's guilt associated with escaping or with spending money to hire someone for respite care. "This is where I fall downthinking of things for him to do" clearly communicated a caregiver's burden from her sense of responsibility for her care receiver's daily actiVities. An occupational therapist can playa major role in assisting that caregiver to be more comfortable and more effective with this responsibility.
Relationship to Other Research
These ethnographic data on family caregiving for the elderly proVide a rich context for the study of meaning in daily activity. Commonalities between these findings and those of other research studies suggest a beginning typology of consistent themes of meaning in activity. For example, Johnson and Deitz (1985) described the spatial patterning of activities. The thick descriptive data in the present study, however, provides a spatial concept that surpasses the physical location of an activity. The caregivers went in and out of the caregiving, and the sense of being in, going out, getting away, or escaping from the caregiving reflected both psychological and physical spatial meanings of caregiving, as illustrated by such quotes as "Right now I'm in need of a vacation . . . I'm just tired and I need to get away" (Caregiver 4). Kielhofner (1977) described temporal adaptation as the integration of an entire spectrum of activities, the organization of which supports health on a daily basis. The care giving day was organized around the goal of getting things done, a culturally constituted temporal framework derived from the caregiver's values and goals and from the perceived need to assume roles and tasks prescribed by society. The careful balancing of the tasks to be accomplished, discarded, or modified to get things done was the crux of the caregiver's day, week, month, and year. "I still plan to take her to the day care sometimes if I retire, because there's times I still want to get something done" (Caregiver 8).
The goals of health and well-being in caregiving are similar to research findings that have demonstrated positive relationships between partiCipation in valued activities and such variables as morale (Marino-Schorn, 1985 -1986 , life satisfaction (Gregory, 1983; Maguire, 1983; Ray & Heppe, 1986; Smith et a!., 1986; Thornton & Collins, 1986) , positive body image (Donohue, 1982) , and perceived health and wellbeing (MagUire, 1983; Thornton & Collins, 1986 ). Thornton and Collins concluded from their study on activity among older adults, "There is no doubt that older adults pursue activity with purpose; 'being active' and 'promoting one's well·being' are essential reasons for both leisure and physical activity" (p. 23).
Schwartzberg (1982) found that gratification from activities was related to such themes as social integration and a sense of participation in valued actiVities. From this finding, one can extrapolate that, to the extent that the caregivers perceived these variables to be present in their situations (e.g., sodal integration), the caregiving activity would be gratifying and thus contribute to a sense of well-being. Note the stress that occurred when such a variable was not present, as with Caregiver 6, who finally "laid down the law" by telling her husband, "I have to see other people."
Several studies (Adelstein & Nelson, 1985; Froehlich & Nelson, 1986; Kremer et a!., 1984; Nelson et aI., 1982; Rocker & Nelson, 1987) have relied heavily on the use of a standardized measure of affective meaning (Osgood, 1952) to study the meaning of activity. Of Osgood's three factors of affective meaning-power, evaluation, and action-evaluation seems closest to the themes of meaning in the present study. The ethical dilemmas of caregiving seem to stem from the caregiver's continual weighing of the positive and negative consequences of an action. Data from this study suggest that new understandings of the meaning of daily activity might be best gained from naturalistic research carried out within the natural context of the activity.
To understand the meaning of activity and to promote health through that meaning is the essence of occupational therapy. "For us, in occupational therapy, the most fundamental area for research is, and probably always will be, the nature and meaning of activity" (Reilly, 1960, p. 208) . Findings from the present study have yielded new insights into the meaning of activity in family caregiving for the el· derly. Recognition of the family caregiver as a lay practitioner engaged in clinical reasoning and the resolution of ethical dilemmas suggest a need to reconceptualize the professional-caregiver relationship. This relationship can be viewed as a partnership in· volving the exchange of expertise, values, and interests. Sensitivity to the spatial, temporal, and evaluative components of meaning in caregiving will enable professionals to work more comfortably with family caregivers and thereby be more supportive of the family unit's role as a health provider for frail elderly people in the community.
